NORTH WEST LONDON HEART FAILURE REFERRAL FORM

	Patients local hospital and 
	Hammersmith & Charing Cross
	St Mary’s & Westminster PCT
	K&C & Westminster PCT
	Chelsea & Westminster
	Royal Brompton
	Hillingdon Hospital

	fax number
	020 8746 8182
	020 7594 1388
	0202 7792 7736
	020 8746 5078
	020 7351 8733
	01895 256509

	Hillingdon PCT
	Harefield
	Ealing
	West Middlesex
	Brent PCT
	Northwick Park
	Harrow PCT

	01895 239199
	01895 8288962
	020 8967 5007
	020 8321 5318
	0208 453 5972
	020 8869 5193
	020 8966 6488


(((PLEASE FAX EXTRA INFORMATION IF APPLICABLE(((

	Patients Name:

Address:

Telephone No:

NOK Name:

Telephone No:
	
	GP Name:

Address:

Telephone No:

Current Hospital Consultant:


	D.O.B.:
	Age:
	Gender:   M  /  F
	Hospital No.:
	NYHA:     I     II      III      IV

	Reason for Referral:

	History of presenting complaint/Aetiology of Heart Failure:
	Blood Chemistry:           Date Taken:

Na+:

K+:

Urea:

Creat:

Hb:

TfTs:

	Main symptoms:               

END OF LIFE ISSUES: (   PPC INITIATED: (    DNR: (
	BP:                    Heart Rate/Rhythm:

Weight:

	ECHO REPORT (Please send hard copy if available)
	Other tests: ECG/Chest Xray/BNP: 

     

	RELEVANT PMH/COMPLICATIONS/PROCEDURES/LIMITATIONS:



	Management Plan: 


	Social Needs:

	ALLERGIES:


MEDICATION LIST

	NAME
	DOSE/FREQUENCY
	RISK FACTORS:

	
	
	Hypertension:  

	
	
	Diabetes:         

	
	
	Hypercholesterolaemia:

	
	
	Smoking:

	
	
	Alcohol:

	
	
	CVA/TIA:

	
	
	PVD:

	
	
	Family History:

	
	
	Anaemia:

	Hospital Referring:
	Ethnic Origin (please state):

	Ward Referring:
	Is an interpreter required?  Y  /  N  

	Date of Hospital discharge:
	If yes, what language:

	Tel. No. of Referrer:
	Name of Consultant:

	Does the patient know of this referral? Y / N
	Name of person completing the form:

	Date form completed:
	Urgency of review:      <72hrs                <1week                (2 weeks
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